. 300
-48

THE DIVISION OF HEALTH OF MISSOURI
STANDARD CERTIFICATE OF DEATH

REG. DIST. NO. " 2

FILED APR § 1953

12941

State File No..5..
NO. 19_?_"_-. Kagistrar's No. 2 )

- BIRTK KO. PRIMARY REG. DIST.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whets deosised Lived. If institution: residence befois
2. COUNTY 2. STATE . . b. coum'é sutimton:.
Saline Missonuri aline
b. CITY (It outside corpurste limits, write RURAL and .!v;u %T Al;!l-'.NGTH l’EF c. CITY (if outside porporsta lemits, write RURAL and glve township!
tow D) {in this placw)|]
TOWN Ma rahall 277 o
d. FULL NAME OF {1f eot ia b iof. ad locatio STRI . 1] , whve loention)
HOSPITAL OR " 0 {rRp L orlomtiom || . S (& rant, eive ’ d
INSTITUTION 13 770 W . Ragtwoond
3. NAME OEFD 8. (First) b. (Mlddie) ©. {Last) ] 4. DS;'E (Month) (Dsy) (Year)
{ Type or Print) DEATH
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH] 87} 9. AGE (In yesrs| I ONOER | YEAR | [P OMDEM 11 MO,
WIDOWED, DIVORCED (Bpacify) A last Birthday} | Monthe l Dars | Hours | Min.
Female dow April 10,eboutl ~82 I
10a. USUAL OCCUPATION (Giwekindofwork | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE .
Gone during os of working Life, even U retired) OF BU DUSTRY (City and State ot Faraign O'a“” lz’cgmﬁﬁ?r WHAT
Housekeeper Hom Slater ,Missouri [FRAN

13a. FATHER'S NAME 13b. MOTHER'

illiam Craw :
I15. WAS DECEASED EVER IN U.S. ARMED FORCES? t

(Yew, 8o, 0t unknown) | (If yes, give war or dates of service)

16. SOCIAL SECURITY
RO.

14. NAME OF MUSBANL OR WIFE

iexrs i none
17. INFORMANT’ 5 SIGNATURE OR NAME

S MAIDEN NAME

ADDRESS

alioe on

%em:%g
, 19 -—-—a'ndzhatdcamoccu atfl o ﬂ\

no none none Mre.Moude Steverson,Malta Bend Mo,
18, CAUSE OF DEATH TION INTERVAL BET
| Enter only onecauseper | I, DISEASE OR CONDITION _ . Z“ * ONSET AND DEATH
lime for (8), (b), and (¢) | DIRECTLY LEADING TO DEATH® 2e¥y. |

. ANTECEDENT CAUSES

This does nol miean
the mode of dying, such | Morbid conditions, if any, giring OUE TO (b) EM& AurAA
s beart faflure, asthenda, | Tise to the above cause (o) sating
de. It means the dia- the underlying cauae last, - - - -
case, injury, or complica- DUE TO (c)
tion which caused deth, | TI. OTHER SIGNIFICANT CONDITIONS '~ .. °

Conditions contributing to the death but ot
related to the di or condition causing death.

19a.-DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION. - Lo . : | . AuTOPSY?

) TION : : 7 & ¥0ax 0 m

: , 29 35 ves [ wo
2ta. ACCIDENT (Bpacily) 216. PLACEOF INJURY (a4 ko orabown | 21¢. (CITY, TOWN, OR TOWNSHIP) {COUNTY) (STATE}
N bome, farm, [agtory, strest, office bldg..ene.) ) -
HonxBAccident .

210. TIME (Moathy (Day) (Yo} (Houn | 2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR?

iRy March 28 53 12 |"med '] "TenilR 4 /,}7 .
2. I hereby certify that I olieABeine G <8, H T , 1003, that I last saw the deceased

m., from the causes and on the date siated above.

WRITE . PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

Tos %V?PIGLQ&Oaﬁt}

BURIAL CREMA- b. DATE

OHREOV Epeeity) /1/53

@ 22 32 ADDRm M %

AME OF CEMETERY OR CREMATORY
irview O

Z¢. DATE SIGNED

253

(Shlt‘)

or tl

m LOCATION (Olty. towy, of county)

RAR'S SIGNATURE

7

DATE REC‘DBYLOCAL
PR YT Yy ke

G

1 3%S

ed Emb s

ete% . Ma::sha]l Ejssouri
- F [] DIRECTOR'S S

0

o Reverse Side)




————————

STATEMENT BY LICENSED EMBALMER

I hereby cértify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by —— oo

>

....... Studont Embeiner NET o)

working under my personal supervision.

Student ..... ................. ..... Signe
Student Embalmer

LicZised Embalmer No. $& =& &
. P. O. Address £ M A 4
Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply wi

the sbove constitutes grounds fo; revocstion of license.)
If this body is not embalmed, fact should be so. stated above.



